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How can effective patient-provider relationships be developed when the underlying cause 
of the health condition is not well understood and becomes a point of controversy between 
patient and provider? This problem underlies the difficulty in treating medically unexplained 
symptoms and syndromes (MUS; e.g., fibromyalgia, chronic fatigue syndrome), which primary 
care providers consider to be among the most difficult conditions to treat.1 This difficulty 
extends to the patient-provider relationship which is characterized by discord over MUS.1 In this 
article, we argue that the key to improving the patient provider relationship is for the patient and 
provider to develop congruent illness perceptions about MUS.  
An effective patient-provider relationship is known to be important for all conditions but 
is considered critical for MUS.2 This is because there is no known cure for MUS—rather, 
patients and providers need to work together to learn the management strategies that improve 
quality of life for the individual patient.3  
Unfortunately, most patients with MUS and their providers feel that they have ineffective 
relationships. When patients and providers are unable to work effectively together, patients with 
MUS receive inadequate and even harmful care. Suboptimal treatment/care practices for MUS 
are common: patients with MUS are subjected to exploratory surgeries, excessive laboratory 
testing, and inappropriate consultations with specialty providers in the quest to determine a 
cause. Up to 30% of patients are prescribed opioids,4 which is not recommended for MUS.5 
Improving the patient-provider relationship will not only improve treatment decisions and 
outcomes, but is what patients want. In fact, a qualitative study found patients with MUS 
consider improving their relationships with their medical providers as their primary objective, 
exceeding their desire for functional improvements.6  
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What is not known, however, is which factors most contribute to an effective patient-
provider relationship in the context of MUS. Qualitative studies suggest that poor patient-
provider relationships are due to discordant beliefs about the cause, consequences, and nature of 
MUS and the appropriate treatment approach.7,8 Patients are more likely to view MUS as 
primarily a physical condition that requires a medical intervention,9,10 whereas providers are 
more likely to view MUS as primarily a psychological condition related to stress.11 This 
disagreement can pit patients and providers against each other.  
Interventions for MUS that have focused on reducing discordance between patient and 
provider’s beliefs about MUS have been unsuccessful. These include (1) reassurance, which 
involves explaining to the patient that the MUS does not reflect a single medical condition 12 and 
which leads to patients feeling their concerns are being dismissed13 and that the provider is 
inexperienced or uncaring;14 (2) reattribution, which is attributing the cause of MUS to 
stress/emotions, and which experts have concluded is too simplistic and does not improve health 
outcomes;15 and (3) collusion, which is appeasing the patient by prescribing unnecessary 
care/tests and which experts consider iatrogenic.16  
These approaches are ineffective, in part, because they assume patients with MUS only 
view MUS as a physical condition and that patients pressure their physician to provide medical 
intervention. Recent studies dispute this. Most patients view their condition as multiply 
determined.17 Further, patients’ goals often include improving self-care instead of, or in addition 
to, medical interventions.18 Within the medical encounter, providers often suggest medical 
intervention, not the patient with MUS.  
Different from these attempts in the literature, we propose that providers need to work 
with patients to develop concordant beliefs about MUS. Concordance results from a process in 
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which the patient and provider hear each other’s beliefs about MUS and negotiate a shared 
understanding of these beliefs.19 This approach to improving treatment outcomes requires a 
scientific understanding of MUS and expertise on the individual’s experience of MUS, including 
effective individualized self-management approaches. In other words, both the provider’s and 
patient’s perspectives are valid and necessary. 
Concordance does not require the provider and patient negotiate until they agree on 
everything. The authors’ and collaborators’ clinical and research experience with veterans with 
severe MUS support this. Care starts with listening to the veteran’s beliefs about their MUS. 
Differences in beliefs between patient and provider are acknowledged and accepted. For 
example, providers may agree with the veteran that the cause of his/her MUS is combat 
deployment, but the veteran may be focused on a specific environmental cause while the 
provider is unsure as to how combat deployment caused the symptoms. This will not disrupt the 
relationship as long as the veteran’s perspective is valued and the provider is knowledgeable. 
Second, care includes education about illness representations that are inaccurate and will 
potentially impede treatment, such as assessments or treatment that have little likely benefit and 
high potential for iatrogenic consequences, such as opioids. Finally, care focuses on negotiating 
a shared understanding of aspects of veterans’ illness perceptions/beliefs that are critical to care. 
For veterans with MUS, this often includes agreeing that MUS is a serious, disabling physical 
condition and that the goal is to maintain a high quality of life. This focus on developing 
concordant illness beliefs leads to over 90% of veterans being satisfied with the care provided.20 
The negotiated concordant illness perceptions become the foundation for developing an 
effective treatment plan. In the preceding example, if the provider and veteran agree that the 
veteran has a debilitating physical condition caused by deployment and the goal is quality of life 
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improvement, then educated “trial and error” can be used to find treatment approaches that 
improve this patient’s quality of life (e.g., the patient may keep a food diary, acupuncture or 
Cognitive Behavioral Therapy). Patients learn their own strategies to improve their MUS, such 
as being active in the morning and resting in the afternoon (receiving education from the 
provider regarding how “overdoing it” may exacerbate symptoms). These become part of the 
treatment plan. With concordant illness perceptions, the patient and provider are united against 
the MUS, as opposed to trying to change one another’s beliefs about MUS.  
There are few empirical studies on concordance of illness representations for MUS. To 
our knowledge, Phillips and McAndrew21 conducted the only study of concordance in MUS 
illness perceptions and its association with the quality of the patient-provider interaction. They 
surveyed 243 veterans with MUS and asked if they agreed with their provider about the nature of 
MUS in general (being primarily medical vs psychological in nature) and also about specific 
causes (biological, environmental or psychological). Patient’s perceived concordance with their 
provider about MUS in general or specific causes were related to better satisfaction with care. 
Evidence among patients with chronic pain also supports the importance of concordance for 
greater satisfaction,22 better health outcomes,23 and perceived improvement due to treatment.24 It 
seems to be particularly important that patient and provider agree that the goal of treatment is 
long-term management of the symptoms rather than a cure.24 
Indirect support for the importance of concordance of illness beliefs can be found in 
studies conducted in primary care or family medicine settings, where MUS is common. Phillips 
and colleagues25 found that patients who perceived greater concordance in illness representations 
with their physicians were more adherent to their physicians’ recommendations in the subsequent 
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month. Similarly, Kerse and colleagues26 found that patients who reported greater perceived 
concordance with their physicians were 30% more adherent to medication.  
 While very preliminary, there is some evidence that it may be possible to develop 
interventions that succeed in helping patients and provides achieve concordance around MUS. 
Burton and colleagues27 conducted a pilot project of a “symptom clinic” for patients with 
medically unexplained symptoms. Patients with MUS saw a primary care provider for a series of 
consultations. During the consultations the provider first heard out the patient, and then worked 
with the patient to develop a mutually accepted understanding of the symptoms. This agreed 
upon explanation was then used to guide cognitive and behavioral actions to improve the 
symptoms. Results of the pilot study found a clinically significant improvement in patient’s 
symptoms and quality of life, although the authors recommended replication with a larger, 
randomized controlled trial. 
Summary 
Our suggestion of the importance of concordance between patients and providers illness 
perceptions for improving care of MUS is part of a historical trend of moving from compliance 
to adherence to concordance.28 While seemingly intuitive, the few published studies of patient-
provider relationships in the context of MUS have addressed discordance by seeking to change 
patients’ beliefs about their MUS. By contrast, our proposed concordance model of patient-
provider relationships expands on the Common-Sense Model of Self-Regulation,29 which 
proposes that patients use their understanding of their health to manage their health. As discussed 
in this article, improving our understanding of how to develop effective patient-provider 
relationships in the context of MUS has the potential to improve the medical care of patients with 
MUS and improve the care of patients with other complex health conditions. 
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While there is some evidence to support our proposition of the importance of concordant 
illness representations, there remain many unanswered questions. Most importantly, the extant 
literature is cross-sectional, qualitative or is based on other medical conditions. There is a need 
for descriptive and experimental studies with evidence that concordance of illness 
representations is related to better patient-provider relationships and treatment outcomes among 
patients with MUS. This work needs to determine how effective providers achieve concordance 
and the best methods to teach this to other providers in order to improve care for all patients with 
MUS.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CONCORDANCE OF ILLNESS REPRESENTATIONS                              10 
 
This work was supported by a Career Development Award #CDA13-017 and SDR 14-204from 
the United States (U.S.) Department of Veterans Affairs, Veterans Health Administration, Office 
of Research and Development, Health Services Research and Development Program and Clinical 
Services Research and Development Program. It was also supported by the VA NJ War Related 
Illness and Injury Study Center and VA Office of Academic Affiliation. The views expressed in 
this article are those of the authors and do not necessarily reflect the position or policy of the 
Department of Veterans Affairs or the United States government 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CONCORDANCE OF ILLNESS REPRESENTATIONS                              11 
 
 
     References 
1. Salmon P. Conflict, collusion or collaboration in consultations about medically unexplained 
symptoms: the need for a curriculum of medical explanation. Patient Educ Couns. 
2007;67(3):246-254. 
2. Heijmans M, Olde Hartman TC, van Weel-Baumgarten E, Dowrick C, Lucassen PL, van Weel C. 
Experts' opinions on the management of medically unexplained symptoms in primary care. A 
qualitative analysis of narrative reviews and scientific editorials. Fam Pract. 2011;28(4):444-455. 
3. Rosendal M, Olesen F, Fink P. Management of medically unexplained symptoms. BMJ. 
2005;330(7481):4-5. 
4. Fitzcharles M-A, Ste-Marie PA, Gamsa A, Ware MA, Shir Y. Opioid use, misuse, and abuse in 
patients labeled as fibromyalgia. The American journal of medicine. 2011;124(10):955-960. 
5. van der Feltz-Cornelis CM, Hoedeman R, Keuter EJW, Swinkels JA. Presentation of the 
Multidisciplinary Guideline Medically Unexplained Physical Symptoms (MUPS) and Somatoform 
Disorder in the Netherlands: disease management according to risk profiles. Journal of 
psychosomatic research. 2012;72(2):168-169. 
6. Nordin TA, Hartz AJ, Noyes R, et al. Empirically identified goals for the management of 
unexplained symptoms. FAMILY MEDICINE-KANSAS CITY-. 2006;38(7):476. 
7. Ring A, Dowrick C, Humphris G, Salmon P. Do patients with unexplained physical symptoms 
pressurise general practitioners for somatic treatment? A qualitative study. Bmj. 
2004;328(7447):1057. 
8. Smith RC, Lyles JS, Gardiner JC, et al. Primary care clinicians treat patients with medically 
unexplained symptoms: a randomized controlled trial. Journal of general internal medicine. 
2006;21(7):671-677. 
9. Olde Hartman TC, Borghuis MS, Lucassen PL, van de Laar FA, Speckens AE, van Weel C. Medically 
unexplained symptoms, somatisation disorder and hypochondriasis: course and prognosis. A 
systematic review. J Psychosom Res. 2009;66. 
10. Chew-Graham C, Dowrick C, Wearden A, Richardson V, Peters S. Making the diagnosis of Chronic 
Fatigue Syndrome/Myalgic Encephalitis in primary care: a qualitative study. BMC Fam Pract. 
2010;11:16. 
11. Reid S, Whooley D, Crayford T, Hotopf M. Medically unexplained symptoms--GPs' attitudes 
towards their cause and management. Fam Pract. 2001;18(5):519-523. 
12. Stone L. Making sense of medically unexplained symptoms in general practice: a grounded 
theory study. Mental health in family medicine. 2013;10(2):101. 
13. Burton C. Beyond somatisation: a review of the understanding and treatment of medically 
unexplained physical symptoms (MUPS). Br J Gen Pract. 2003;53(488):231-239. 
14. Dowrick CF, Ring A, Humphris GM, Salmon P. Normalisation of unexplained symptoms by 
general practitioners: a functional typology. Br J Gen Pract. 2004;54(500):165-170. 
15. Gask L, Dowrick C, Salmon P, Peters S, Morriss R. Reattribution reconsidered: narrative review 
and reflections on an educational intervention for medically unexplained symptoms in primary 
care settings. Journal of psychosomatic research. 2011;71(5):325-334. 
16. Chew-Graham CA, May CR, Roland MO. The harmful consequences of elevating the doctor-
patient relationship to be a primary goal of the general practice consultation. Fam Pract. 
2004;21(3):229-231. 
CONCORDANCE OF ILLNESS REPRESENTATIONS                              12 
 
17. Ring A, Dowrick CF, Humphris GM, Davies J, Salmon P. The somatising effect of clinical 
consultation: what patients and doctors say and do not say when patients present medically 
unexplained physical symptoms. Soc Sci Med. 2005;61(7):1505-1515. 
18. McDermott C, Lynch J, Leydon GM. Patients' hopes and expectations of a specialist chronic 
fatigue syndrome/ME service: a qualitative study. Fam Pract. 2011;28(5):572-578. 
19. Britain RPSoG, Marinker M. From compliance to concordance: achieving shared goals in 
medicine taking. Royal Pharmaceutical Society, in partnership with Merck Sharp & Dohme; 1997. 
20. Lange G, McAndrew LM, Ashford JW, Reinhard M, Peterson M, Helmer DA. War Related Illness 
and Injury Study Center (WRIISC): a multidisciplinary translational approach to the care of 
Veterans with chronic multisymptom illness. Mil Med. 2013;178(7):705-707. 
21. Phillips LA, McAndrew LM. An Empirical Evaluation of Veterans’ Perceived 
Non-Concordance with the Provider Regarding Medically Unexplained Symptoms. In:Under Review. 
22. Azoulay L, Ehrmann-Feldman D, Truchon M, Rossignol M. Effects of patient–clinician 
disagreement in occupational low back pain: a pilot study. Disability and rehabilitation. 
2005;27(14):817-823. 
23. Staiger TO, Jarvik JG, Deyo RA, Martin B, Braddock CH. BRIEF REPORT: Patient‐Physician 
Agreement as a Predictor of Outcomes in Patients with Back Pain. Journal of General Internal 
Medicine. 2005;20(10):935-937. 
24. Cedraschi C, Robert J, Perrin E, Fischer W, Goerg D, Vischer TL. The role of congruence between 
patient and therapist in chronic low back pain patients. Journal of Manipulative and 
physiological therapeutics. 1996;19(4):244-249. 
25. Phillips LA, Leventhal EA, Leventhal H. Factors associated with the accuracy of physicians’ 
predictions of patient adherence. Patient education and counseling. 2011;85(3):461-467. 
26. Kerse N, Buetow S, Mainous AG, Young G, Coster G, Arroll B. Physician-patient relationship and 
medication compliance: a primary care investigation. The Annals of Family Medicine. 
2004;2(5):455-461. 
27. Burton C, Weller D, Marsden W, Worth A, Sharpe M. A primary care Symptoms Clinic for 
patients with medically unexplained symptoms: pilot randomised trial. BMJ open. 
2012;2(1):e000513. 
28. Heijmans M, Foets M, Rijken M, Schreurs K, de Ridder D, Bensing J. Stress in chronic disease: do 
the perceptions of patients and their general practitioners match? Br J Health Psychol. 2001;6(Pt 
3):229-242. 
29. Leventhal H, Weinman J, Leventhal EA, Phillips LA. Health psychology: the search for pathways 
between behavior and health. Annu Rev Psychol. 2008;59:477-505. 
  
 
 
